close the peritoneum above the bladder so as to prevent internal strangulation of intestine.
For the reasons he had given he thought these operations were being done much too frequently and that one should hesitate a good deal before advising for conditions involving no risk to life operations with an immediate mortality of nearly 2 per cent. in skilled hands, which involved risks of infection, intestinal obstruction and hernia, and in which there was pain after the operation in 42 per cent., and frequency of or pain on micturition followed the operation in 23 per cent. of the cases.
Dr. ARCHIBALD DONALD said that he would confine his remarks to the indications for the operation, and even limit them still further to its indications in cases of mobile retroversion. As far as this part of the subject was concerned Dr. Griffith's introduction was interesting more from what he left out than from what he said. He indicated that the operation was required when the displacement was such as to interfere with the comfort of the patient and to prevent her performing her duties. One would infer that be regarded retroversion p.er se as sufficient indication for the operation, and this inference was strengthened when he said that the failure of pessaries to keep the uterus in position was an indication for ventrifixation. In a later passage, however, he said that the operations should not be performed where the retroversion gave r?se to no local symptoms. He gave no statement as to what local symptoms a retroversion might be expected to cause. He (Dr. Donald) would like to ask Dr. Griffith what he considered the symptoms of retroversion to be. The whole crux of the question was passed over. The point was: Why do some cases of retroversion cause trouble while in other cases the patient suffers no inconvenience ? In the cases which gave rise to symptoms, the troubles were not only those of a mechanical kind, but consisted in disorders in the menstrual function and uterine secretions (metrorrhagia, menorrhagia, dysmenorrhcea and leucorrhoea). These conditions were mentioned in most text-books as symptoms of backward displacement. The first variety of retroversion (i.e., without symptoms) ought to be called uncomplicated mobile retroversion, and the second variety complicated mobile retroversion.
By far the largest number of suspension or fixation operations were performed for complicated mobile retroversion, and many performed these operations -and these operations alone-in the hope of curing the symptoms just' mentioned. In other words, many operators believed that these symptoms were caused by the retroversion. They were supposed to be produced through the medium of a passive congestion. There was a doubt as to how this passive congestion of the uterus is produced. Some thought the matter was disposed of at a meeting of the Obstetrical Society thirty-nine years ago, when Dr. John Williams stated that Dr. Squarey had shown him a uterus (presumably removed post mortem), which had been slightly retroflexed, and in which there were marks on each side which were said to have been produced by the utero-sacral ligaments during life. It was an extraordinary thing that there had been no corroboration of this observation in the years that had since elapsed, especially when we considered the numbers of cases in which the abdomen had been opened for retroversion in all degrees, and in which it could have been easily verified.
There had never been any proof that retroversion produced interference with the blood return from the uterus; and there was not a scrap of evidence that any amount of congestion of the uterus will lead to changes in the endometrium which will cause menorrhagia, metrorrhagia and leucorrhcea. There were many cases which went to prove that a woman may have retroversion for years and yet no changes occur in the organ. Further, the same changes as those said to be produced by retroversion may exist-in fact do exist frequently-in a uterus that is anteverted. The practice, therefore, of stitching up a uterus for the cure of symptoms which had not been proved to be due to the retr,version was unscientific.
There were operators who were not so dogmatic as to retroversion being alone responsible for menstrual troubles and leucorrhoea. These talked sometimes of an " accompanying" endometritis or metritis. They did not try to explain the connexion, but from an empirical standpoint they treated the diseased conditions of the uterus by curetting and then attended to the retroversion. Their attitude was that they did not want to worry about theories. This was an easy attitude of mind and saved a lot of trouble, but it was not the scientific attitude. Further, if it were only the condition and not the position of the uterus that mattered, ventrifixation was unnecessary in these cases.
Dr. Donald's view was that in all these cases of complicated mobile retroversion there was a diseased or abnormal condition of the uterusan endometritis, or diffuse adenoma, or altered endometrium, accompanied sometimes by a chronic metritis or hypertrophic enlargement of the mesometrium-which co-existed with the retroversion and was often the cause, but never the effect, of the retroversion. This abnormal condition was found still more frequently with anteversion. But in that case no one ever suggested that it was due to the anteversion, although the fundus of the uterus might be found hanging low down, and the dragging symptoms be as severe as in any case of retroversion; and no one practised the lifting up and fixation of the uterus in these cases. His own practice was to curette these cases of chronic endometritis (a convenient but not always a pathologically correct term) and to disregard the position of the uterus. It was only on the rarest of occasions that he did a fixation or suspension operation for mobile retroversion. These exceptions were in cases where the uterus remained enlarged and heavy after curetting and where the dragging or pressure symptoms were prominent as the result of an old-standing chronic metritis.
Dr. MACNAUGHTON-JONES said it was difficult to avoid introducing ancient history into such a discussion as the present, and they necessarily had a good deal of this to-night. In 1901, in the British Gynaecological Society, he had opened a discussion by a paper on " Retroversion of the Uterus: its Etiology, Clinical and Pathological Consequences, their Preventive, Palliative, and Radical Treatment." 1 In that discussion, in which several distinguished provincial Fellows of the Society, as well as Metropolitan, including the late Professor Japp Sinclair, Professor John Taylor, Dr. William Armstrong, and the venerable father of their President, took part, the whole subject, including its operative treatment, was exhaustively discussed. Most of the points referred to by the speakers to-night were dealt with, the discussion occupying two whole evenings.
Having excluded all the obvious cases-which are many-where operation is not indicated, he grouped those where it is as follows: " An immovable or irreducible uterus, or a reducible uterus in which the associated condition, either in the uterus itself, in contracting peritoneal folds, or adnexal adhesions, make it clear that no pessary will effect a cure or enable the uterus even temporarily to remain in position, should be treated by operation, the nature of which would depend on the age and child-bearing prospects of the woman; on the amount of adnexal disease; the need there might be for radical interference; on the condition of the vaginal outlet and perineum; such complications as cystocele or rectocele; and lastly, on the extent of uterine disease that is co-existent with the displacement." 'TBrit. Gyn. Journ., 1901, xvii, pp. 97-127. 
